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EXECUTIVE SUMMARY

Background

Demographic and Socioeconomic Overview. Brazil is an advanced developing country in
terms of its demographic and socioeconomic indicators, though it is also characterized by
marked differentials in these indicators among regions and social classes. Population growth
has slowed substantially: total fertility is now estimated to be about 2.8 and contraceptive
prevalence close to 70 percent. Improvements in health, including reproductive health, have
generally lagged behind advances in other social sectors. Maternal mortality, for example, is
estimated at 200 per 100,000 live births.

Northeastern Brazil continues to lag behind the rest of the country in terms of social indicators.
The total fertility rate has declined, but was still higher (at 3.7 in urban areas and 5.2 in rural
areas in 1991) than the rest of Brazil. The Northeast's contraceptive prevalence rate was 59
percent in 1991, which was still below the national level figure of 65 percent in 1986.

While awareness of the existence of contraceptive methods is almost universal, actual use
remains concentrated in two methods: female sterilization and the birth control pill. Poor use
of pills has contributed to continued widespread abortion. Sterilizations are generally done in
conjunction with a cesarean birth, providing a "cover" for the procedure, which has ambiguous
legal status.

Organization of the Health Sector. Over the past decade the Brazilian government has
implemented a massive institutional, organizational, and financial reform of the public health
care sector, shifting responsibility for health care provision from the central government to
municipalities.

Under the new, decentralized Single Health System (Sistema Unico de Saude - SUS), each
state is expected to constitute a single "system" and be responsible for its own municipal and
state services. SUS faces some profound difficulties. The 1988 Constitution, with its open-
ended commitment to free public health care for all, combined with on-going budgetary crises,
has made it very difficult for states and municipalities to meet their new health care
responsibilities.

Evolution of Family Planning. Family planning service delivery in Brazil has evolved
differently from countries with organized national family planning programs. A disjointed mix of
access channels has led to high prevalence put poor service quality and a narrow method mix
in which the pill and sterilization predominate. Most Brazilian pill users acquire them at
pharmacies. Sterilizations are performed in public as well as private facilities.

NGO involvement in direct delivery of family planning services has been limited, though NGOs
have played an important role in training and IEC, along with working through contracts with
corporations and municipalities to provide contraceptives, training, and other services. Under
SUS, states and municipalities are responsible for implementation of the public sector women's
health program Integral Women’s Health Care Program (PAISM), which includes family
planning.
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USAID/Brazil Assistance for Family Planning. In the 1960s and 1970s, Brazil was a major
recipient of U.S. bilateral aid, including population assistance. Since 1983, direct assistance to
the government of Brazil has been prohibited because of outstanding debt and nuclear non-
proliferation issues. USAID has, however, continued to provide population assistance to the
PVO sector. From 1988 to 1994, USAID provided nearly US$50 million in population
assistance to Brazil.

Since the beginning of USAID population assistance to Brazil and until adoption of the current
strategy, USAID support was provided to a large number of institutions to carry out a wide
range of activities in numerous key functional areas. Recipient institutions were scattered
throughout the country. By providing this wide base of support, USAID was successful in
helping to legitimize family planning in Brazil, mobilizing private support in the absence of
public-sector involvement, creating a large pool of trained providers (particularly in the South
and Southeast) many of whom now occupy senior positions in the public health sector and
medical schools, and demonstrating effective approaches to service delivery. In order to
phase-out population assistance to Brazil, the 1992 phase-out strategy called for narrowing the
scope of activities supported by USAID to a limited number of key issues and for focusing on
Brazil's poorest region, the Northeast.

The phase-out strategy has thus focused geographically on the Northeast region and
programmatically on two important issues: improving family planning quality and promoting the
sustainability of service delivery systems once USAID withdraws its support. By and large the
objectives of the current USAID strategy are being accomplished. However, some retuning of
the strategy is heeded in recognition of the fact that the public sector, which in previous years
has shown little interest in family planning (FP) and reproductive health (RH), appears to be
moving more decisively in the direction of full-scale service provision.

The decision to "phase-out" rather than "pull-out" was and continues to be based on Brazil's
geopolitical and socioeconomic importance to the US. As the largest country in Latin America,
covering almost half the continent and with a population of 150 million, Brazil is an important
diplomatic partner in such regional fora as the Rio Pact and as a guarantor in the
Peru/Ecuador border dispute. With an economy on the order of US$530 billion, Brazil is
relatively more advanced economically than other countries. Yet it still has major pockets of
poverty, particularly in the Northeast where more than 45 million Brazilians live. Since long-
term investments in population contribute to slowing of population growth and poverty
reduction and because quality of care (QOC) in Brazil is so poor, phase-out assistance to
sustain long-term investments over the long run should be provided. Brazil is also a major US
trading partner (US$17 billion in 1994); it is thus in the US interest to assist Brazil in dealing
with social problems that undermine its market potential.

Current Brazil Population Assistance Strategy and Implementation Plan. USAID’s
population assistance to Brazil is being phased out over the period 1993-2000. The objectives
of the assistance strategy for this period are to:

* Improve the quality of family planning programs in Brazil by expanding the limited
range of methods available, improving the use of methods, and increasing the
information available about reproductive health.
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» Ensure that there are viable service delivery systems in target areas when USAID
assistance ends by working with states and the private sector to promote
sustainability.

» Document the impact of USAID population assistance to Brazil through data
collection and analysis at key points in program implementation.

Population assistance resources are being targeted on two states in Northeastern Brazil,
Ceara and Bahia, where the combined population of the two states is over 20 million. A limited
number of activities is also being carried out nationally to increase private sector involvement
and to address such issues as regulatory reform and assurance of an adequate supply of
contraceptive methods.

The strategy is being implemented through USAID's network of Cooperating Agencies (CAS)
and their Brazilian counterparts, with a more limited focus on provision of specialized technical
assistance in areas of policy, training, (IEC), social marketing, commercial sector involvement
in family planning and commodities procurement, logistics management, research and
evaluation. The implementation plan anticipates that most of the activities related to service
delivery will conclude by 1997, leaving the final years for data collection and impact evaluation.

Purpose of the Assessment. The objectives of the USAID Brazil population assistance
strategy are to improve program quality and promote sustainability of family planning services.
The purpose of this assessment is to examine progress toward these objectives and to
consider whether the objectives can be achieved within the planned phase-out period.

PROGRAM EVALUATION PLAN

Evaluation Framework and Indicators. The population strategy and implementation plan for
Brazil call for development of an evaluation plan to permit assessment of the program's
achievement of its objectives. With the assistance of the EVALUATION Project, an evaluation
framework was developed that combines the elements of the USAID PRISM strategic objective
methodology with an approach developed by EVALUATION.

The majority of the indicators in the evaluation framework were found to be appropriate.
Together, the indicators capture the principal outcomes which the 1992 strategy was designed
to achieve. Issues or questions remain regarding some of the indicators and will be addressed
by a task force of USAID and CA representatives that will meet in May 1995."

Monitoring and Evaluation Plan. There is a strong interest in and commitment to evaluating
and documenting this program's achievements. Nonetheless, as the strategy arrives at its mid-
point, important gaps remain in the information systems needed to allow effective evaluation.
The gaps reflect a need to clearly designate responsibilities for developing and managing the
program'’s monitoring and evaluation systems, and set firm schedules for completion of the

1 Since this report was drafted, the task force met and revised the strategic objective evaluation
framework. The updated framework is attached to this report as Appendix E.
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system’s development. A number of measurements for baseline indicators are missing and
targets have not been specified. A complete monitoring plan is needed which would specify
how data will be collected and when; who will be responsible for collecting data; to whom data
will be reported; and the timing of reporting. Also unresolved is where the locus of
responsibility for managing the monitoring system should lie.

Documentation of Impact. Documentation of program impact under the Brazil population
strategy has been largely limited thus far to establishment of baseline data. Some of the
principal sources of baseline data are the 1991 DHS for the Northeast, and 1993/94 Situation
Analyses in Bahia and Ceara states. Individual cooperating agencies are also developing
baselines for future documentation of impact.

QUALITY OF CARE

Improvements in Quality of Care through Program Functional Areas. The current USAID
population strategy in Brazil strives to improve the quality of family planning services to poorly
served populations in the two Northeastern states of Ceard and Bahia by providing assistance
in five key program functional areas: training; IEC; management; commodities and logistics;
and research and evaluation.

Training. USAID has provided substantial support to training over the years and those
investments have paid off in terms of a cadre of family planning/reproductive health
professionals who are playing a leadership role in Brazil today. Much of this training has been
in-service training. Of the five functional areas targeted for support in the current strategy,
training has made the greatest accomplishments and is nearest institutionalization. By 1997,
in both target states RH service delivery guidelines will be in place, sufficient RH training
centers for training of physician and nurse providers will have been established, and sufficient
trainers of physician and nurse providers will have been trained. In Bahia, specifically, training
capacity will be partially in place to meet not only general RH training needs but also those of
adolescents.

Management. Management has been one of the least emphasized of the five functional areas
during the current assistance period. By 1997 most of the progress in the management area is
expected to center around implementation of operational plans, and improvements in MIS,
evaluation and logistics systems, with greater progress in Bahia than in Ceara. These systems
will be operational but not fully institutionalized by 1997, and will require continued assistance
to be sustainable by 2000. Management TA and training need to be emphasized immediately
to assure that support systems are in place after the phase out period.

IEC. Progress in IEC has been slow during the phase-out period. Activities have been
narrowly focused, primarily on developing basic communication skills and training providers in
interpersonal communication and counseling (IPC/C). Production of new materials has been
slow in getting under way, and stocks of materials produced before the phase-out are low.
Current resources are insufficient for production and distribution of new materials. By 1997,
IPC/C is expected to be incorporated into all RH training for physician and nurses, limited
client IEC materials will have been produced and selected IEC materials for providers should
be available. However, broader and more concerted IEC efforts are needed.
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Commodities/logistics. Among the important changes that have occurred since the phase-
out was designed are increasing demand for methods, growing public sector involvement in
the purchasing and distributing of methods, and new private-sector initiatives in method
procurement which appear to be sustainable. As the flow of USAID-funded commodities
declines, reliance on alternative systems will increase. These channels have potential but
need careful nurturing now and beyond 1997. Public-sector capacity is still weak, especially
on the logistics side and in terms of having the steady financing needed to keep the system

going.

Research/evaluation. The 1991 DHS and 1993/4 Situation Analyses provide good baseline
data for the phase-out. Additional research, completed or underway, will provide
complementary information for evaluation. Beyond this, the flow of evaluation information is
quite limited. Plans need to be made for additional DHS-type surveys and Situation Analyses
in 1996/1997 and beyond; for more systematic generation of program monitoring and
evaluation information at the state and municipal level; and to establish a system for gathering
the information needed for USAID program indicators on a regular basis.

Improvements in Quality of Care and Their Relation to USAID Support. One of the two
desired program outcomes of the USAID/Brazil strategy is to improve the quality of family
planning care by expanding the range of methods available, improving the use of family
planning methods, and increasing the dissemination of correct information about reproductive
health in Northeast Brazil. The primary sources of data to evaluate improvements in these
areas are DHS and Situation Analyses. Since, however, only baseline data are available from
these surveys, the review team has had to rely on service data and information from CAs.

Method Diversification. Given the reliance of Brazilian women on oral contraceptives and
sterilization, USAID’s efforts to improve quality have been directed primarily toward expanding
the range of methods available such that women have a choice in the selection of their
contraceptive method. It is recognized, however, that prevalence of these two methods,
particularly sterilization, may not be affected as women become increasingly able to choose
from a wider range of methods. What is important is that the decision to use a specific
method, such as sterilization, be an informed one and not one made for lack of other
contraceptive options.

USAID assistance can be directly linked to improvements in the availability of methods. In
most service sites where USAID has supported training of providers in both states, the range
of methods available has notably increased. Service data show an increasing tendency in
the use of low-prevalence methods, particularly the IUD. The recent round of the Ceard MCH
survey (PESMIC), on the other hand, shows a significant increase in sterilization from 1990 to
1994, while pill use decreased. Condom and IUD use increased considerably, but are still low.
The survey was conducted in 1994, only one year into the current USAID assistance period.

Improved Method Use and Wider Availability of RH Information. DHS and Situational
Analyses are the main sources of data on method use and availability of RH information.
Since second rounds of both surveys are to be conducted later in the assistance period, no
data are yet available to document improvement in this area.

Xi



SUSTAINABILITY

Sustainability is a priority objective for USAID assistance in Brazil. This objective focuses on
strengthening of service delivery systems in the public, private and NGO sectors and not
necessarily on the sustainability of specific institutions. Assistance to institutions will be
determined by their contribution to the overall sustainability of a sector. Sustainability of
service delivery systems is defined as: 1) full assumption of responsibility for the costs and
implementation of family planning services by state and local health facilities in project sites; 2)
replacement of USAID-donated contraceptives with a reliable alternative supply system; and 3)
financial viability of NGOs supported through the strategy to continue without USAID funding
or USAID commodities assistance.

Public Sector. In 1993 USAID began to target assistance to the public sector for
implementation of reproductive health services. Several USAID CAs support this effort by
providing contraceptives, training, technical support on IEC and technical assistance for
strategic and operational planning. Evaluation and monitoring assistance have also been
made available

State-level programs in Ceara and Bahia have made substantial progress over the last three
years, mainly in setting up institutional mechanisms at the state level and mobilizing high-level
political support for family planning/reproductive health. At the same time, the political and
financial bases for these activities are still fragile, particularly in municipalities, which will have
increasing responsibility for service delivery. UNFPA is assisting Ceara and intends to add
one other state. Some funding is available through the World Bank's NE Basic Health project.

Given the time required to start activities, the slower nature of public sector implementation
compared to NGOs, and the importance of building political commitment at the state and
municipal level, service delivery systems are not expected to be entirely sustainable by 1997
and technical assistance will be required for specific functions through 1999. Areas of
particular concern with regard to sustainability are: financing of key activities (training, IEC,
commodities), institutionalization of these activities within the organizational structure of state
and municipal health secretariats; integration of service delivery within the mainstream of
primary health care; training of all types (from managers to community health workers
[CHWS]); contraceptive availability and contraceptive logistics systems.

Paolitical support and commitment to family planning has increased at top levels of both the
federal and state governments. Understanding and interest in the reproductive health agenda
is generally weak at the municipal level, however. Given the important role that municipalities
are expected to play in the delivery of primary health care, much effort is needed to build
stronger commitment to this agenda among local officials and their constituents.

Private Sector. The private health care sector in Brazil is responsible for providing a
significant proportion of family planning services in the country, although pharmacies are the
most significant private provider. The 1992 strategy team felt the private sector, which had
been historically ignored by USAID, offered the potential to leverage USAID funds and help
achieve service delivery and sustainability objectives proposed by USAID.
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Progress in the private sector is mixed. Private-sector initiatives CEPEO and UNIMED, appear
strong on financial sustainability. CEPEO, a commercial venture set up to establish a
distribution mechanism for reasonably priced contraceptive methods, is already purchasing
IUDs with its own capital. While it continues to underwrite key salaries with USAID funding, by
the end of 1997 it is expected to be fully sustainable with no USAID funding. A joint venture
with UNIMED (a medical cooperative similar to a HMO) established a hospital and diagnostic
center that are expected to break even by late 1995. A MCH clinic is expected to open in May
1995 and become sustainable by October 1996.

The main issue with UNIMED is that it is not contributing to USAID's overall objective of using a
private sector network to improve access to or expand family planning services. At the
beginning of the venture, the CPR for UNIMED beneficiaries was much higher (75 percent)
than for the general Maceio population (54 percent). The family planning service delivery
mechanism under implementation to reach needier populations has not created a replicable
model for integration of family planning services into the private sector, and UNIMED
management and physicians are not particularly interested in family planning and not willing to
serve low-income women.

NGOs. NGOs have been leaders in introducing family planning in Brazil. Although their role in
direct delivery of family planning services has been limited compared to the public and
commercial sectors, they have made contributions in training, IEC, supervision and
contraceptive supply.

BEMFAM. An affiliate of the International Planned Parenthood Federation (IPPF), BEMFAM is
the largest not-for-profit group active in reproductive health care. Much of BEMFAM's work is
through contracts with state and municipal governments and business enterprises for provision
of contraceptives, training, IEC materials and other services. In 1994, BEMFAM had 1,200
signed agreements, most with governments.

BEMFAM has relied heavily on USAID assistance. It now has a six-pronged strategy for
increasing local income which includes: 1) introducing or including fees in its 11 clinics; 2)
renegotiating payments received from municipalities for "services" rendered; 3) increasing
agreements and net revenue from three labs; 4) launching a commercial condom venture; 5)
selling IUDs; and 6) reducing headquarter costs.

BEMFAM's sustainability plans envision recovery of about 52 percent of costs by 1997. This
figure is based on continued payments by municipalities for "services" rendered (in lieu of
direct payment for donated contraceptives, which is prohibited) and does not include an
imputed cost for methods (which would have to be purchased after 1997). In view of these
factors and the likelihood that states will want to substitute their own purchasing arrangements,
the 52 percent figure appears to be unrealistic. BEMFAM's strongest assets are its clinics;
however, they are the least sustainable element of its program.

Pathfinder-supported Institutions and Activities. Pathfinder has been providing support to
family planning programs in Brazil since the late 1970s. The fact that the Bahia State
Secretariat of Health (SESAB) is now implementing reproductive health services is largely due
to Pathfinder's on-going technical and financial support.
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The most significant activities that Pathfinder supports are well along the continuum toward
sustainability. The SESAB MIS and contraceptives logistics systems, designed and managed
by Pathfinder, are in the process of being decentralized, although they are not expected to be
entirely institutionalized by 1997 and will require some outside assistance thereafter. PP/PA
family planning services are well on their way to becoming institutionalized in Bahia and will
probably not require outside support after 1997. Institutionalization of these services has been
less successful in other northeastern states, including Ceara. Pathfinder's function as a
distributor of commodities is in the process of being transferred to CEPEO. Maintaining low
prices will be key to assuring a sustainable supply of contraceptives to NGOs that currently rely
on Pathfinder for commodities. A new sustainable information dissemination vehicle, as an
alternative to Planejamento Agora, needs to be identified.

CONTINUED VALIDITY OF THE PHASE-OUT STRATEGY

USAID's decision to focus its population assistance during the Brazil phase-out on a few
issues (sustainability, quality of services, public/private roles), a few activities to address those
issues (training, IEC, commodities, investments in for-profit activities, and research/evaluation),
and in two states (Ceara and Bahia) of Brazil's poorer Northeastern region was a sound one.
The basic underpinnings of the strategy thus remain valid.

At the same time, some rethinking of the strategy is called for in reference to the time frame of
phase-out activities, priorities among the different elements of the strategy, and opportunities
to take advantage of changes in the policy and program environment. Macro-economic
constraints have and are likely to continue to limit the capacity of states to allocate adequate
financial support to public-sector reproductive health services. The private for-profit sector
continues to play an important role in health service delivery, including family planning.
However, the goal of leveraging support of private commercial activities to stimulate a broader
method mix and cross-subsidize services for low-income groups has proved elusive. Some re-
thinking of this aspect of the strategy is needed.
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SUMMARY OF RECOMMENDATIONS

Recommendations for Functional Areas to be Strengthened and/or Specific Activities to
be Undertaken to Assure Effective Phase-Out

Training

1. To meet the training needs that have been identified above, it would be useful to have
someone step back and conduct an informal inventory of training investments up to now
(who was trained, in what, and where they are now) and to identify specific gaps that need
to be addressed. During the remainder of the phase-out period, USAID should recognize
the critical role of preservice training and seek opportunities to address preservice training
and in-service TOT. TOT courses for trainers of auxiliary nurses and CHWs should be
implemented. The current effort to design and disseminate state-level guidelines needs to
take account of federal regulatory mandates in this realm.

Management

2. Attention should be given to improving financial management and administration
capabilities of state and municipal-level health council staff who are now responsible for
planning, budgeting, and monitoring their own health system. Management training is
needed in logistics management, financial planning, human resources development, and in
design and use of information systems. Municipal officials also need assistance in dealing
with changes arising from the health care reform process.

IEC

3. IEC material production should be accelerated to replace stock that are rapidly becoming
depleted. Attention should be given to materials that provide information to users (actual
and potential) and providers about alternative methods to the pill and sterilization, and
about correct use of the pill. IPC/C TOT should be expanded to include auxiliary nurses
and CHWSs. Policy communications efforts are also needed to inform municipal officials of
the importance of family planning and reproductive health services to their communities.
Demand-generating activities should also be implemented as appropriate. Given the
limitations on USAID funding, coordination with other donors (UNFPA and the World Bank)
and the PAISM unit in MOH is needed to achieve these IEC objectives. IEC for users and
providers of new methods will not be effective unless those methods are available, so that
financing, management, and logistics issues need to be addressed in tandem with IEC
efforts.

Commodities/Logistics

4. Emerging public-sector involvement in the forecasting, procurement, tracking and
distribution of contraceptive methods urgently needs to be strengthened. Brazil's essential
medicines program is functioning but weak; still, it has successfully distributed vaccines
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nationally even under very difficult circumstances. Adequate financing is required (IEC,
policy dialogue could help) as well as training in logistics and procurement procedures.
This functional area should receive high priority attention.

Evaluation/Research

5. This area should also be strengthened. A full monitoring and evaluation plan for the
program should be completed, and procedures for regular reporting established. Baseline
and target levels need to be established for all indicators in the evaluation framework.

CAs’ activities need to be integrated more fully into the monitoring and evaluation plan.
Roles and responsibilities for managing the program’s information system should be clearly
established. Plans need to be made for the next DHS survey, so that another round of
population-based data will be available for 1996-97. Broader institutional participation in
the next DHS round should be explored. The situation analysis research program should
be continued.

Private Sector

6. CEPEO has strong potential to contribute to sustainability and quality goals in other
functional areas and institutions. This potential should be encouraged by investment of
additional resources during the phase-out period, if necessary. On the other hand, the
strategy for increasing access to and expanding family planning services among
underserved groups via the HMO sector (UNIMED) has not been successful.
Consideration should be given to how resources invested in UNIMED can be freed and
applied to activities that are more likely to contribute to USAID's strategic objective. Based
on other priority needs, the time required to undertake new initiatives, the short phase-out
timeline and limited resources available, other private sector ventures should not be
pursued during the phase-out period.

7. As money tied up in the UNIMED investment in Alagoas is recovered, it might be used to
establish a trust fund to support reproductive health activities as USAID assistance is
phased out. Delineation of the range of activities covered by such a fund is beyond the
scope of this report; however it is the view of the team that this use of the remaining funds
would contribute more to USAID's phase-out objectives than continuing with the
relationship with UNIMED or trying at this late stage to find some alternative for-profit
health service investment opportunity.

NGO Sector

8. Major changes in the management and organizational approach of BEMFAM are needed
to put the institution on a path toward sustainability: restructuring and decentralization of
management, down-sizing of the Rio office, closing of clinics that do not break even,
aggressive marketing of laboratory services in states where they are profitable, and
development of a financial plan for phasing out USAID commodities. Without such
changes, further funding will only prolong an inevitable funding crisis in 1997. If BEMFAM
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will commit itself to these changes, USAID should continue funding BEMFAM,; if not, USAID
should withdraw funding and apply the resources to other needed investments. USAID
should be prepared to support BEMFAM in this final effort to become sustainable through
training of managers in such areas as marketing, pricing and cost containment.

Recommendations for Changes in the Current Phase-out Plan and Priorities in Case of
Accelerated Phase-Out

Overall Objectives

9.

The two central objectives of the phase-out strategy, sustainability and quality care, should
be maintained, as well as the regional focus on the Northeast in the two states of Bahia
and Ceara. Selected national-level activities should also continue, though with greater
emphasis on actions to improve public-sector capacity in key areas (management,
commodities, training, IEC) that relate to the sustainability and quality of services to groups
who rely on the public sector for services.

Priorities

10.

Public sector assistance should continue, though with greater emphasis on actions to
improve capacity and institutionalize activities in key functional areas (management,
commodities, training and IEC). Efforts to enhance private sector involvement in family
planning should continue, although with less priority, and not through investments in
HMOs. Public-private partnerships should be promoted.

Specific Recommendations

11.

12.

13.

14.

15.

Give top priority to improving public sector financial and managerial capacity to supply
contraceptives and other reproductive health pharmaceuticals and implement decentralized
service delivery systems.

Continue to build public sector in-service TOT capacity for physician and nurse training,
while increasing emphasis on TOT capacity for auxiliary nurses and CHWSs.

Explore preservice training opportunities in schools of medicine and nursing in the target
states, building on previous USAID investments in this area.

Broaden IEC efforts: accelerate production of IEC materials; implement demand-
generating activities (i.e. mass media campaigns); focus on all target audiences (current
users, potential users, providers and municipal officials); continue with TOT in IPC/C and
building of IEC staff communication skills.

Complete the evaluation framework immediately, as well as the monitoring and evaluation
plan, and implement monitoring systems.
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16.

17.

18.

19.

20.

21.

22.

23.

24.

Support a DHS in 1996, leveraging resources from other donors, and situation analyses in
1996/97.

Assure that all activities, particularly those involving training, IEC and commaodities, are
clearly designed and carried out to become institutionalized within the organizational
structure of the public sector.

Disseminate information about QOC and assure that activities to improve QOC focus as a
whole on all contraceptive methods.

Withdraw funding from BEMFAM unless profound managerial and organizational changes
designed to increases its chances of being sustainable by 1997 are implemented within six
months.

Negotiate withdrawal from the UNIMED venture, striving for recovery of the original
investment adjusted for inflation and opportunity cost.

Continue support for the CEPEO, increasing support if necessary to assure a sustainable
source of reasonably priced contraceptives upon USAID phase-out.

Make no further investments in the private sector unless they contribute to USAID's
strategic objective.

Establish a trust fund, with funds divested from the UNIMED venture, to be used to support
public-private partnerships as USAID funding is withdrawn and beyond.

Plan for continued support to the public sector after 1997 for specific activities in a limited
number of functional areas, particularly contraceptive logistics, management and
preservice training for medical and nursing students. Technical assistance with TOT
training for specific provider groups (such as nurses) and for selected IEC activities will
also probably be necessary.

Recommendation in the Event that Bilateral Assistance Becomes Possible

25.

Because such a change would come relatively late in the phase-out process when
resources have already been scaled down, direct involvement with the public sector would
have to be very selective. It should focus on key needs such as commodity procurement
and logistics. Policy dialogue could focus on such issues as service delivery guidelines,
public/private partnerships, and trade and regulatory obstacles to imports of commodities
or inputs for local manufacturing.

USAID-Supported Activities that Should Continue After 1997

26.

The public sector will require continued technical assistance beyond 1997, particularly in
the areas of management (including information systems) and contraceptive logistics.
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Technical assistance with preservice training, TOT training for specific provider groups and
for selected IEC activities will also likely be necessary.

Recommendations for the post-USAID Population Assistance Period

27. Efforts to strengthen reproductive health dimensions of HIV/AIDS prevention and youth
projects during the remainder of the phase-out would help to continue focus on
reproductive health after 1997. Policy dialogue on key issues such as public/private
partnerships could also continue. Depending on the capacity of the USAID mission or of a
CA such as Pathfinder that might continue to work in Brazil after 1997, it might be possible
to promote involvement of U.S. private organizations in the post phase-out period.

28. The strategy calls for research and evaluation activities on overall program impact to be
completed during the period 1998-2000. A national-level survey is an essential
requirement for an adequate assessment of overall program impact. Such a survey should
address other reproductive health issues in addition to fertility and family planning. It would
be useful to set aside funds for a post phase-out review of overall impact and of lessons
learned during the more than 20 years of USAID population assistance in Brazil.

29. The creation of a trust fund should also be considered to support targeted initiatives to
continue private-sector assistance to the public sector during the post-assistance period.

What is USAID Leaving Behind after Phase-out?

USAID support has played an important and evolving role in the development of family
planning in Brazil. During the 1970s and 1980s, USAID funding of non-governmental
organizations helped to legitimize family planning in Brazil and establish mechanisms for
service delivery through a variety of channels. Private providers have become increasingly
important in the delivery of all health services in Brazil, and this is reflected in family planning
and reproductive health. USAID-supported non-governmental organizations such as BEMFAM,
SAMEAC, and PROPATER have provided training and IEC support, set standards, played an
advocacy role, and helped to channel subsidized contraceptives to groups which have been
poorly served by the private system. USAID-supported activities have also been at the cutting
edge of efforts such as the move to broaden the method mix and improve the quality of
services.

The 1990s have brought a renewed focus on the role of the public sector in the provision of
health services, including family planning. For a variety of reasons, public-sector support of
family planning did not materialize during the 1970s and 1980s. At the same time Brazil's new
constitution guaranteed universal access to health services (including family planning) to the
population, and the health reform movement in Brazil has been devolving responsibility for
heath care service provision from previously highly centralized service-delivery structures at
the federal level to the states and municipalities. Part of the growth in private-sector provision
has been the result of uncertainties about the public sector’s capacity to deliver on its
commitment in the face of continuing financial and organizational challenges. At the same
time, the expansion of private services has benefited mostly the middle- and upper-income
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groups, and there is growing recognition in Brazil that the main role for the state is likely to be
ensuring access to services for the low-income population, which is poorly served by both the
public and private sectors.

The fact that this transition is occurring at the same time that USAID is phasing out population
activities in Brazil poses some special challenges from the point of view of ensuring that
USAID'’s earlier investments continue to have an impact after the phase-out is completed.
From USAID’s perspective, the most effective contribution to the successful outcome of this
transition is likely to occur through public-private collaboration and utilization by the public
sector of the trained professionals and technical capacity in private institutions that USAID has
helped to develop over the past two decades. Effective public-private partnerships are
essential to both objectives of the USAID phase-out strategy, that is, improved quality of
services and sustainability (because improvement in the quality of publicly provided services is
not likely to occur without the help of private-sector experience and expertise); and for
organizations which USAID has funded over the years to find alternative sources of funding
through subcontracting for activities such as training and IEC, or through reimbursement
schemes for provision of services in order to achieve sustainability.
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1 INTRODUCTION

1.1 Country Background
1.1.1 Demographic and Socioeconomic Overview

Brazil is an advanced developing country in terms of its demographic and socioeconomic indicators,
though it is also characterized by marked differentials in these indicators among regions and social
classes. Brazil has one of the ten largest economies in the world, with a per capita income
approaching US$3000. Population growth has slowed substantially, reflecting the rapid fertility
decline that occurred between 1965 and 1990. At the national level, total fertility is now estimated
to be about 2.8 and contraceptive prevalence close to 70 percent. Improvements in health,
including reproductive health, have generally lagged behind advances in other social sectors.
Maternal mortality, for example, is estimated at 200 per 100,000 live births.

Northeastern Brazil, with a population of over 40 million (about 30 percent of the national total)
continues to lag behind the rest of the country in terms of social indicators, although the pace of
social and economic progress appears to be accelerating. According to the 1991 demographic and
health survey (DHS), the Northeast infant mortality rate stood at 93.6, with higher levels in rural
areas. The total fertility rate has declined, but was still higher (at 3.7 in urban areas and 5.2 in rural
areas) than the rest of Brazil. The Northeast’s contraceptive prevalence rate was 59 percent in
1991, which was still below the national figure of 65 percent in 1986.

While awareness of the existence of contraceptive methods is almost universal, actual use remains
concentrated in two methods: female sterilization and the birth control pill. Poor use of pills has
contributed to continued widespread abortion and to demands on the health system for treatment of
incomplete induced abortions. Some progress has been made in broadening the method mix
(more use of IUDs, condoms, and diaphragms) but much effort is still required, especially in rural
areas, where 35 percent of the Northeastern population still resides.

1.1.2 Organization of the Health Sector

Over the past decade the Brazilian government has implemented a massive institutional,
organizational, and financial reform of the public health care sector (Reforma Sanitéria). The
reform has three main objectives:

» Shifting responsibility for health care provision from the central government to
municipalities

» Consolidating public service provision and finance

» Improving the equity of access to health services

Recent unrelated changes in public financing have left the health sector dependent on uncertain
general revenues. A recent World Bank report (from which this summary is derived) discusses
these issues in detail. That report addresses controlling health care costs, improving quality of care
(QOC), and regulating health care--key issues in the implementation of health care reform.



The Brazilian health system differs from those in other developing countries. It relies heavily on
public reimbursement of privately provided services to deliver care. Only a small portion of care,
mainly for lower income groups, is extended through public facilities. Under the Single Health
System (Sistema Unico de Saude -- SUS), each state is expected to constitute a single "system"
and be responsible for its own municipal and state services. Besides changing the relative power
of different agencies, this arrangement requires much larger financial transfers to states and munici-
palities than before.

Although not yet fully in place, SUS faces some profound difficulties. Some are a legacy of the
reform, but others are existing problems left untouched by the reform process. The 1988
Constitution, with its open-ended commitment to free public health care for all, combined with on-
going budgetary crises, has made it very difficult for states and municipalities to meet their new
health care responsibilities.

1.1.3 Evolution of Family Planning

Family planning service delivery in Brazil has evolved differently from countries with organized
national family planning programs. A disjointed mix of access channels has led to high prevalence
put poor service quality and a narrow method mix in which the pill and sterilization predominate.
Most Brazilian pill users acquire them at pharmacies. Sterilizations are performed in public as well
as private facilities, and are generally done in conjunction with a Cesarean section birth, which
enables them to qualify for reimbursement under public and private health plans. This also
provides a "cover" for the procedure, which still has ambiguous legal status.

NGO involvement in direct delivery of family planning services has been limited, though NGOs have
played an important role in training and information, education, and communication (IEC), along
with working through contracts (convénios) with corporations and municipalities to provide
contraceptives, training, and other services. Under SUS, states and municipalities are responsible
for implementation of the Integral Woman’s Health Care Program (PAISM) that was prepared
during the 1980s in response to concerns about distortions in the family planning sector. Startup on
PAISM has been very slow owing to the problems with SUS mentioned above, and because of
weak political commitment to women's health, including family planning. Implementation of PAISM
has moved ahead in some states in the South, for example in Sao Paulo. In the Northeast, the
public sector has played a somewhat greater role in family planning service delivery, and two states
(Ceara and Bahia) have recently accelerated implementation of PAISM.

1.2 Program Background
1.2.1 USAID/Brazil Population Assistance

In the 1960s and 1970s, Brazil was a major recipient of U.S. bilateral aid, including population
assistance. Since 1983, direct assistance to the government of Brazil has been prohibited because
of outstanding debt and nuclear non-proliferation issues. USAID has, however, continued to
provide population assistance to the PVO sector, and in FY 1993 began assisting the commercial
private sector in the provision of family planning services. Both the debt and nuclear issues appear
to be nearing resolution, which could open the way for bilateral agreements and/or direct assistance
to the Government of Brazil (GOB) if appropriate.
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From 1988 to 1994, USAID has provided nearly US$50 million in population assistance to Brazil
(see Figure 1). This support has contributed to increased availability of services, to expansion of
the range of methods, and to provision of training and technical support for IEC. Activities have
been directed at improving the QOC in both public and private provision of services, and toward
ensuring that services continue when USAID support ends.
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USAID also supports significant HIV/AIDS prevention programs in Brazil, concentrating in the
southern states of Rio and Sao Paulo, where 70 percent of cases have been reported. There have
been modest AIDS prevention activities supported by USAID in the Northeast, including a number
implemented by family planning organizations. USAID is also providing support to NGO and
governmental programs for at-risk youth (street children) ages eight to 17 in three major
Northeastern cities: Salvador, Recife, and Fortaleza.

Other donors are supporting family planning and reproductive health activities in Brazil. The
UNFPA is in the middle of a five-year program, which includes support to MOH for nationwide
distribution of commodities and to the Ceara State Secretariat of Health for implementation of
PAISM. UNFPA is considering additional support for PAISM in at least one other Northeastern
state. The World Bank's Northeast Basic Health Project has supported renovation and equipping
of primary health facilities and selected municipalities. Project funds are also being used for training
and IEC in reproductive health. The Bank has also initiated a large-scale AIDS control and
prevention project, which includes procurement of condoms and a number of related reproductive
health activities.

1.2.2 Current Population Assistance Strategy and Implementation Plan

USAID's population assistance to Brazil is being phased out over the period 1993 to 2000. The
objectives of the assistance strategy for this period are to:

* Improve the quality of family planning programs in Brazil by expanding the limited range
of methods available, improving the use of methods, and increasing the information
available about reproductive health.

» Ensu